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Authors' Reply 
We would like to thank Dr Munro for the interest he 
has shown in our paper I and for his comments. We 
are sure that Dr Munro is aware that an increasing 
number of institutions are using duplex ultrasound as 
the single independent preoperative t st; on the other 
hand, non-selective digital subtraction arch angio- 
graphy, which is safer than selective views, lacks the 
detail that is needed, particularly in unclear cases. 
In order to be reliable, duplex ultrasonography 
should be performed on good quality equipment, by 
qualified personnel and the duplex criteria for iden- 
tifying critical stenosis hould be validated. The lack 
of these points has probably contributed to the poor 
correlation between duplex ultrasonography reported 
in some multicentre trials such as NASCET. 2 
The 33 min time saving that we recorded and re- 
ported in Table 1, employing regional anaesthesia, is 
clearly explained by the fact that the patient doesn't 
need to be awakened and extubated at the end of the 
procedure and that the anaesthesiologist may perform 
the anaesthetic block in a different room while the 
operating room is cleaned up and prepared for the 
next procedure. Similarly we perform most of our 
peripheral and phlebologic procedures under epidural 
or spinal anaesthesia with a significantly increased 
number of cases per operating session. We think that 
this policy should be highly recommended to all 
centres in which this anaesthetic skill is available. 
Our definition of intensive care unit is indeed the 
standard one, and this facility was available every 
time but was required very seldom in this series. As 
we stated in the patients and methods ection, all our 
patients are monitored (with two lead ECG-D2, V5-, 
pulsed arterial pressure and continuous SpO2) in the 
immediate postoperative period for at least 3h. We 
assume that a careful nerve-sparing dissection, an 
accurate reconstruction of the carotid bifurcation, the 
greater haemodynamic stability that is granted by 
regional anaesthesia, s the ability to detect from the 
history and the perioperative behaviour the patients 
at greater isk for haemodynamic instability and the 
presence of skilled staff on the surgical ward may 
all play a role, besides fortune, in the prevention of 
untoward postoperative events. 
As far as the total length of stay is concerned, we 
do agree that a 5-day stay is still too long; in particular 
our preoperative stay is far too long. We stated in the 
Discussion section that ideally the patient could be 
admitted on the same day of surgery. We are working 
on this and we commend the centres that already 
reduced the total stay to 2-3 days. Interestingly, McCol- 
lure et al. 4 recently reported that the mean hospital 
stay in 709 patients undergoing carotid surgery in the 
U.K. and Ireland under 59 different surgeons was 7.1 
days (1-91). As Fig. 1 demonstrates, it took us a few 
years to lower the postoperative stay down to 2 days. 
Further shortening is an even slower process; ac- 
cording to our protocol in 1995 we were able to send 
patients home on the first postoperative day in less 
than half of the cases. 
The indication for carotid surgery in asymptomatic 
patients is a very interesting topic that has been ad- 
dressed in a large number of papers and that will 
still be much discussed until unequivocal data are 
available. McCollum 4 reported that British surgeons, 
who are considered rather conservative in this respect, 
operated 8.1% of their patients with asymptomatic 
stenosis, 8.9% with controlateral symptoms and 2.4% 
with vertebro-basilar symptoms. Unfortunately this 
topic has little to do with our paper. We do agree with 
Dr Munro that patients should be selected with the 
utmost attention; in particular each surgeon should be 
aware of his own results when suggesting a procedure 
especially to an asymptomatic patient. Our mortality 
and morbidity rate in asymptomatic patients is well 
below 1%, we would probably be even more cautious 
in considering this indication if our complication rate 
was higher. 
G. Melissano and R. Chiesa 
Milano, Italy 
Hyperhomocysteinaemia 
Sir, 
I note with interest the recent case report by I. V. Mohan 
and colleagues regarding hyperhomocysteinaemia and 
aneurysm formation. 1 My recent presentation at the 
Surgical Research Society demonstrated a significant 
relationship between hyperhomocysteinaemia and ab- 
dominal aortic aneurysms. 2 The age-matched control 
group gave a reference range for total fasting homo- 
cysteine of 8.86-14.25 ~tmol/1 using high performance 
liquid chromatography with electrochemical detection. 
In 14 patients with isolated abdominal aortic an- 
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